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Abstract
Background: Through the nearly three decades that have passed since the Alma Ata conference on Primary Health 
Care, a wide range of global health initiatives and ideas have been advocated to improve the health of people living in 
developing countries. The issues raised in the Primary Health Care concept, the Structural Adjustment Programmes 
and the Health Sector Reforms have all influenced health service delivery. Increasingly however, health systems in 
developing countries are being described as having collapsed Do the advocated frameworks contribute to this 
collapse through not adequately including population trust as a determinant of the revival of health services, or are 
they primarily designed to satisfy the values of other actors within the health care system? This article argues there is an 
urgent need to challenge common thinking on health care provision under extreme resource scarcity.
Methods: This article sets out to discuss and analyze the described collapse of health services through a brief case 
study on provision of Emergency Obstetric Care in Northern Tanzania.
Results: The article argues that post the Alma Ata conference on Primary Health Care developments in global health 
initiatives have not been successful in incorporating population trust into the frameworks, instead focusing narrowly 
on expert-driven solutions through concepts such as prevention and interventions. The need for quantifiable results 
has pushed international policy makers and donors towards vertical programmes, intervention approaches, preventive 
services and quantity as the coverage parameter. Health systems have consequently been pushed away from 
generalized horizontal care, curative services and quality assurance, all important determinants of trust.
Conclusions: Trust can be restored, and to further this objective a new framework is proposed placing generalized 
services and individual curative care in the centre of the health sector policy domain. Preventive services are important, 
but should increasingly be handled by other sectors in a service focused health care system. To facilitate such a shift in 
focus we should acknowledge that limited resources are available and accept the conflict between population 
demand and expert opinion, with the aim of providing legitimate, accountable and trustworthy services through fair, 
deliberative, dynamic and incremental processes. A discussion of the acceptable level of quality, given the available 
resources, can then be conducted. The article presents for debate that an increased focus on quality and accountability 
to secure trust is an important precondition for enabling the political commitment to mobilize necessary resources to 
the health sector.
Background
A major limiting factor for implementing effective health
policies and reforms worldwide is a lack of qualified
human resources[1]. Securing human resources for
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maternal health services is a key component in achieving
the Millennium Development Goals (MDG's) by 2015.
Specifically, many governments and organizations recog-
nize that human resources have not been targeted suffi-
ciently in previous global development initiatives such as
the Sector Wide Approaches and the Poverty Reduction
Strategy programmes. It is vital that policy-makers have
access to evidence on key aspects of human resource
management. However, the best policy choices for health
care provision under extreme resource scarcity are not
obvious. Results from a previous study of emergency
obstetric care in Northern Tanzania [2-4] serve well to
illuminate this point. This study aimed at describing the
main barriers to implementation of health policy in Tan-
zania. Provision of qualified health personnel is among
the main barriers identified. The study analyzed availabil-
ity of qualified facilities and human resources necessary
for the provision of emergency obstetric care services in
six districts. The human resources were categorized
according to their ability to conduct a normal delivery
(BEmOC) and Caesarean Sections (CEmOC). The results
demonstrate, among other things, that there are adequate
numbers of qualified staff to provide emergency obstetric
care at the aggregated district level compared to Tanza-
nian human resource policy requirements. However,
there are large variations in the availability of qualified
staff within these districts and severe understaffing at the
dispensary levels in rural districts. The total number of
available staff in Tanzania is also very low compared to
other African countries.
The results must lead us to question the allocation of
human resources in this context as well as the leading
policy frameworks shaping these allocations. Often the
lack of success in policy implementation is ascribed to the
barriers caused by the failures and constraints of imple-
menters at lower levels in the health care pyramid [5].
These barriers include low availability of resources, low
morale and motivation among staff and low levels of
qualifications. Implemented health care is, however, not
stronger than the weakest link, and therefore all links
need to be scrutinized (see Figure 1). One important link
is between policies at national and international levels,
where most policies are conceived and defined. What are
the consequences of badly conceived, badly promoted
and inefficient international policy frameworks? Is it pos-
sible that these frameworks are based on values and
objectives not synchronized with the other links in the
implementation chain, and therefore lack legitimacy and
applicability? Given their importance to implementation
strategies it is likely that they could represent one of the
most important barriers to implementation of effective
health care. They therefore need to be subject to chal-
lenge and further debate.
Figure 1 is a flow diagram showing the different levels
of policy formulation and implementation. The priority
setting mechanism for health care delivery in Tanzania is
very similar to that of other developing countries. District
health facilities, programmes and management systems
rely heavily on input from central authorities. Planning
directives are widely used, with a substantive top-down,
expert based process. In recent years Tanzanian health
policy has undergone a reform process in which the dis-
tricts have enjoyed increased autonomy, but their priority
setting flexibility is still very limited. There are ambitions
to improve the community voice into this process, but
these efforts have only partially been implemented [6,7].
More importantly, however, global health care debates
and priority setting frameworks have influenced the Tan-
zanian priority setting mechanisms at the national level.
Through the nearly three decades that have passed
since the Alma Ata conference on Primary Health Care a
wide range of global health initiatives and ideas have been
advocated to improve the health of people living in devel-
oping countries. Primary Health Care has been the lead-
ing theoretical concept for delivering health services to
vulnerable segments of the population. Later, Structural
Adjustment Programmes (SAP) and Health Sector
Reforms (HSR) have influenced health service delivery.
Increasingly however, health systems in developing coun-
tries are being described as having collapsed [5,8-11].
Several questions of importance emerge from these
descriptions. What is collapsing, and how is it related to
population demand and values? Do the frameworks ade-
quately include population trust or are they designed to
satisfy the values of other actors within the health care
system? Is it possible to use old frameworks to create
change, or do we need to completely re-focus? How can
necessary political and individual commitment be mobi-
lized to provide the resources needed for policies to be
implemented?
The aims of this paper are twofold:
- to present a case study of the provision of emer-
gency obstetric care in Northern Tanzania and,
- from the lessons learned, to present an agenda for
debate about appropriate health policies to reduce
implementation barriers for trustworthy and effective
health services in situations of extreme scarcity.
Methods
By presenting the findings as a case study this article
hopes to describe the actual present situation in a rural
Tanzanian health setting and the possible effects of policy
instruments on this situation. The case study methodol-
ogy is useful in exploring new areas where further
research and action are needed. Whereas there exists a
rigorous methodological framework for assessing theOlsen Health Research Policy and Systems 2010, 8:14
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Figure 1 The policy implementation flow illustrating the main links between the various implementation levels.Olsen Health Research Policy and Systems 2010, 8:14
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issues related to EmOC in Tanzania, it is more of a chal-
lenge to rigorously apply these findings to what this arti-
cles argues to be a major barrier to implementation of
effective health care - the policy frameworks themselves.
By using the case study methodology it is possible to
identify some key issues that, at the very least, are useful
for initiating a much needed debate on the role of the pol-
icy frameworks. But these issues are also probably useful
to explain some of the links between the frameworks and
the barriers to implementation. The unit of analysis is the
implementation of effective health care to provide emer-
gency obstetric care. Although the study included 129
facilities and six districts, this article only presents one
case - the implementation of emergency obstetric care in
northern Tanzania. This case nevertheless presents find-
ings from all facilities providing delivery services in the
six districts. Emergency Obstetric Care services have
been described as a relevant and informative proxy indi-
cator to assess services across the whole health care pyra-
mid, as it encompasses care at both lower and upper
levels of the health care system [12-14].
Results and Discussion
Case study: the provision of emergency obstetric care in 
Northern Tanzania
The study used the WHO/UNFPA Guidelines for audit-
ing 129 service providers and to distinguish between
basic and comprehensive services [15]. Detailed discus-
sions of material, methods and findings have been pub-
lished elsewhere [2-4].
The first major observation was that there is an appar-
ently poor mix of services, with a very low availability of
basic emergency obstetric care (BEmOC) units and a rel-
atively high availability of comprehensive emergency
obstetric care (CEmOC) units. Both services have large
urban/rural variation. Only 19 (15%) of 129 facilities are
considered to pass the EmOC facility audit of the WHO/
UNFPA Guidelines criteria [3]. Disaggregated, these data
show that only five of the 111 possible BEmOC facilities
(dispensaries and health centres) passed the audit criteria
while 14 of the possible 18 CEmOC facilities (first, sec-
ondary and tertiary referral hospitals) were qualified. Fig-
ure 2 illustrates the availability of qualified health services
at facility level. It shows the total available facilities pro-
viding delivery services relative to the same facilities
qualifying as BEmOC facilities. The figure illustrates the
quality gap and potential for improvement at facility level.
The percentage of expected deliveries in EmOC facili-
t i e s  i n  t h e  s t u d y  a r e a  i s  3 6 % ,  c o m p a r e d  w i t h  t h e  U N
Guidelines minimum accepted threshold of 15%. Most of
the facility deliveries were conducted at CEmOC facilities
(62%). Only 4% of the facility deliveries were conducted at
BEmOC facilities. The rest were conducted at non-quali-
fied EmOC facilities. The distribution of providers shows
a much higher availability of qualified facilities in urban
districts compared to rural areas, indicating that mothers
have to travel long distances to receive adequate services
when in need of them[3] Most qualified facilities in rural
areas were provided by voluntary agencies, while urban
areas were catered to by government agencies.
The second major observation was that nearly 60% of
the expected complicated deliveries in the study popula-
tion were conducted at EmOC qualified health facilities,
but only 0.6% of these were conducted at BEmOC facili-
ties. The complicated deliveries were primarily con-
ducted at voluntary agencies facilities. There is an
inadequate level of critical services provided, with an
average Caesarean Section Rate at 4.6 and only one facil-
ity with a Case Fatality Rate below the minimum accepted
level of 1.0 [2].
Third, there are adequate human resources allocated
for health care provision in Tanzania, if Tanzanian
national standards are applied. Compared to similar
countries however, Tanzania has a very low availability of
health care staff. The presence of qualified human
resources in the study area and their distribution are
shown (Table 1). Relative to the minimum standards set
by Tanzanian authorities[16] the table shows that there
are adequate numbers of qualified personnel at health
centre levels, but not adequate levels at dispensary levels
in rural areas, in which most of the dispensaries are
located. This means that most qualified staff are concen-
trated in a few centralized locations, while those remain-
ing are inequitably and inefficiently distributed in rural
areas and in lower-level services. Rural districts have
restricted access to government-run health care, mainly
because these facilities are understaffed. In addition the
dispensaries do not have the managerial capacity to
translate the available qualified human resources present
into quality activities. The data furthermore show that
voluntary agency facilities in these districts tend to have
more staff than the government facilities. There is a sta-
tistical correlation between availability of qualified
human resources and use of services, supporting findings
from related research in Tanzania [17-19].
It is difficult to asses the adequacy of the numbers of
qualified human resources at first referral hospital level,
but there is reason to suspect that an average number of
qualified CEmOC staff of 1.7 in urban districts and 2.6 in
rural districts is far too low given the workload at these
facilities.
Finally the data shows the utilization pattern of the
facilities, both across districts and type of facilities. Fig-
ure 3 shows that there is a large tendency for pregnant
mothers to bypass services provided in rural areas, in
order to access services provided in urban areas. This has
been shown in previous studies, and is correlated to the
mothers' perception of availability of quality services [20].Olsen Health Research Policy and Systems 2010, 8:14
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The data further show that they preferentially choose
the qualified facilities in districts where they have a
choice between qualified EmOC facilities and non-quali-
fied EmOC facilities.
Policy implications: an agenda for debate
There is increasing attention being given to the chal-
lenges of effective implementation of delivery services
[21,22]. This article presents for debate some of the
dilemmas faced by developing countries over the past
nearly three decades. First, provision of quantity of ser-
vices rather than quality of services has been the priority,
leading to reduced utilization of services, bypassing and
serious equity violations. The struggle to be politically
correct in international health development circles often
leads to infrastructure being placed primarily to satisfy
the international donor community's need for distribu-
tional indicators. Second, it has been difficult for national
and district policy makers to advocate a need for
increased funding for curative services, due to the critical
attitude of donors towards the high relative proportion of
funds already spent for these services. This attitude is
coupled with the political strings attached to preventive
services. Donors have therefore created global health ini-
tiatives incompatible with the severe scarcity of resources
and with a disregard for the value of quality curative ser-
vices. Evidence, for instance, of significant medical bene-
fits from the strong emphasis on antenatal care - without
accompanying emergency care - is lacking [23]. Prioritiz-
ing preventive and community based health strategies at
the expense of curative services and care has arguably led
to a lack of trust in, and even near complete contempt for,
the same services by the population in question, due to
the lack of available services when needed.
Figure 2 Qualified EmOC facilities of all facilities in the 6 study districts with distribution of qualified BEmOC personnel.
174
439
479
131
0
10
20
30
40
50
60
70
80
90
100
Dispensaries Health Centers First Referral
Hospitals
Secondary Referral
Hospitals
0
100
200
300
400
500
600
Qualified EmOC facilities of all facilities All facilities providing delivery services
Qualified BEmOC personnel in all facilities
Table 1: Distribution of qualified human resources across urban rural districts, health service levels and population.
Average qualified BEmOC staff per
Dispensary Health 
Center
First Referral 
Hospital
Average qualified CEmOC 
staff per First Referral 
Hospital
Population per 
qualified 
BEmOC staff
Population per 
qualified 
CEmOC staff
Urban 4.0 8.9 13.7 1.7 626 7413
Rural 1.6 5.6 39.0 2.6 1949 47416
National standards 2 4
The table shows the adequacy of qualified BEmOC health personnel at health center levels and above, and the inadequacy of qualified BEmOC 
health personnel at dispensary level in rural districts. The table also shows large variations in the distribution of qualified staff across the districts.Olsen Health Research Policy and Systems 2010, 8:14
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As described previously, assessing availability of EmOC
is a recognized proxy for describing the health services in
general, or horizontal services. Thirdly therefore, it can
be argued that in the study area there is almost a collapse
of horizontal services, while there exists a plethora of
well-funded vertical programmes and single interven-
tions. Sometimes there are even more than one vertical
programme per disease (e.g. Malaria and HIV/AIDS).
Finally, and most importantly, the case study also illus-
trates the priority setting dilemma of local health manag-
ers. Although donor funded infrastructure aims at
providing a broad referral base, there has not been an
adequate supply of qualified human resources to man
these facilities. Policy makers in Tanzania have therefore
made the only obvious decision possible, namely to put
qualified people where they can reach the most people
with adequate equipment - i.e. in hospitals in central
urban locations.
Trust as a platform for debate
Social institutions and values, including trust, are
increasingly being given attention when describing health
policy [24-29]. Trust is one of the ultimate tests of success
or failure of a given health system. Many commentators
on trust will argue that what is actually important is the
notion of trustworthiness [30]. Harding describes the
many notions of trust and very importantly defines it as a
cognitive rather than a primitive concept. To say that it is
not primitive means that it can and must be reduced to
other notions to adequately be described. To say that it is
cognitive means that trusting in something ultimately
depends on our knowledge about it, and particularly
knowledge about why it should be trustworthy.
The importance of trust being cognitive is also that we
cannot actively choose to trust, as our level of knowledge
defines our level of trust or distrust. Harding continues to
reduce the elements of trust and trustworthiness into
some very crucial concepts. These are the concepts of
reliance, risk taking, expectation and confidence. All of
these elements are measurable and of critical importance
to e.g. health care and government. Harding also under-
lines the importance of accepting distrust as a measure of
trustworthiness, particularly in the relationship between
the individual and government. He argues that, while it is
not possible to fully understand and have adequate
knowledge of why a government should be trusted, it is
relatively easy to have knowledge of why a government
should be distrusted. It is therefore easier to invoke dis-
trust than trust.
Trust, or trustworthiness, is a function of the level of
responsiveness of the health system to the population's
needs and demands. Adequate delivery of quality services
and acceptable access to these prioritized services are key
determinants of responsiveness [31]. Trust is necessary
not only for its own sake, but also to improve quality and
efficiency of health care [32]. T rust, as summarized by
Lucy Gilson, is crucial to health service delivery in that it
contributes to improved co-operation within the health
system and between the actors in delivering services [27].
Trust-based health services also enable development on a
broader scale within communities. Trust is based on the
values creating the social fabric of a society, including
peace, security, justice and health [33]. Population health
is based not only on the sum of individual's health status
and health risks, but also on the sum of the contribution
to population health of values such as trust. Presence, or
absence of, values are in themselves determinants of pop-
ulation health [24,34-36].
As a value domain, trust is not easily defined or quanti-
fied. Neither are the determinants of trust easily identi-
fied. Common use of the term is closely related to
concepts such as confidence, reliance and risk [37]. There
are, however, two elements of trust that can usefully be
studied and improved in practically all health policy for-
mulations. Harding roughly divides these into:
- elements of trust that provide explanations of behav-
iour and social institutions and
- the concept of trust as the outcome of behaviours
guided by a motivational factor or a sense of morality
that is important in its own right.
This last point is particularly important as it means that
each actor may have an inherent interest in being trusted,
either because it is part of their sense of morality or
because it creates an outcome to their benefit. Giddens
defines two similar notions as "faceless" trust and "face-
work" trust [29]. "Faceless" describes the fabric of society
and systems (including health systems) while "facework"
describes the interpersonal dimensions between people
(doctor and patient). "Faceless" is concerned with knowl-
edge (or ignorance) and what Giddens terms "backstage
expertise", determining in this case the health services
system and its trustworthiness. "Facework" is concerned
Figure 3 Actual compared to expected deliveries and complicat-
ed deliveries in urban and rural areas.
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with the "access points" at which the delivery of the sys-
tem is presented. The concepts involved here are the
experience, attitude and expertise of the provider as well
as the level of focused interaction between the provider
and the user.
For the purpose of this debate the determinants need to
reflect these main dimensions of trust. Important deter-
minants will include quality of services and access to
these services, the legitimacy of the services and the pri-
ority setting mechanisms defining the objectives and use
of resources towards these objectives. Most of the empir-
ical work presented previously in the article is concerned
with describing implementation and utilization of ser-
vices as a proxy for, or an expression of, trust.
Although one should always be careful in generalizing
from a single case study, experience from elsewhere and
the results presented in this article allow questioning of
the underlying premises of the priority setting mecha-
nism determining the distribution of qualified human
resources. Five issues are presented as an agenda for
Table 2: Post Alma Ata developments versus new mechanisms for securing trust in health care in developing countries.
Post Alma Ata developments Mechanisms for securing trust
Interventions and Services
Post Alma Ata narrow focus on interventions by researchers and 
policy makers leaves services non-prioritized
Priority to services rather than interventions
Better tools for monitoring and evaluation of generalized services
Vertical and Horizontal
Priority to vertical programmes has contributed to a collapse of 
horizontal services
Includes horizontal services
Vertical programmes easily deteriorate existing health services and 
create large transaction costs at higher levels
Aims at synergy between essential vertical programmes and 
generalized horizontal services
Prevention and Cure
A policy focus primarily on prevention has led to a deterioration of 
curative services
Higher priority to clinical curative services
Prevention interventions often health expert driven
Curative services often excluded through funding mechanisms
Maintains focus on citizens and implementers opinions
Accepts gap and seeks compromise between experts opinion and 
patient demand through reasonable, deliberative processes
Maintains relevant preventive activities, with higher emphasis on 
their relevance to other sectors
Quality and Quantity
Frameworks have almost focused on quantity and coverage before 
quality
Higher priority to quality assurance mechanisms
Isolated focus on quantity is not pro-poor Securing quality before increasing coverage
Vertical programmes easily funded and researched due to easily 
identifiable objectives and quantifiable results
Maintains a dynamic and incremental focus aimed at describing 
complex structures and continuous improvement
Priority setting mechanism
PHC based on social justice principles without adequate focus on 
availability of resources and tools to ensure implementation and 
social support
Priority setting in response to available resources
Aims at fair and efficient priority setting
Recognizes the importance of legitimacy and public support
Providers not accountable to patients and the public Aims at increasing accountability to all affected parties through 
deliberative processes and transparent decision makingOlsen Health Research Policy and Systems 2010, 8:14
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debate, deliberately designed to challenge common think-
ing in this area.
1. Restoring trust through legitimate decision-
making Health systems in many developing countries are
falling apart. As described earlier in the article, one of the
most crucial issues at stake is trust. A re-orientation of
policies and practices are needed to restore trust and
secure better services for the poor. As a first point for
debate, old global health initiatives post Alma Ata are
compared and contrasted with the more recent develop-
ments in health policy to identify new mechanisms for
restoring trust in health care (Table 2).
A shift in priorities is needed, and this article suggests
procedural mechanisms for making the required changes.
Although it is beyond the scope of this article to describe
how procedures for legitimate priority setting could be
implemented, it should be mentioned that the formative
research on such frameworks has moved on to provide
practical tools for district health planners [38,39]. Their
importance has been demonstrated both in developing
and developed countries [38,40-42]. They are currently
being tested in the Tanzanian district health priority set-
ting context, among others [43,44].
2. Higher priority to health care services, not 
interventions The shift in focus to services as the prime
objective of health policy is illustrated in Figure 4. The
figure shows policy weight given to services and interven-
tions by post Alma Ata (primary health care, market ori-
ented and interventionist approaches) de facto policies
(i.e. not the primary intentions but the actual policy
weight given). Neither the market-oriented nor the inter-
ventionist approaches have markedly differed in their
policy focus. The figure further shows the shift in policy
attention proposed by a framework focusing on trust.
The figure further illustrates the need for re-orienting
priorities within the health sector to services and individ-
ual curative care. Through this approach there is a poten-
tial for both releasing more resources to the health sector
and increasing trust in health services, thereby contribut-
ing efficacy gains to the system from both the supplier
and customer. Although not always recognized, giving
higher priority to generalized services remains an under-
lying premise for good interventions. The lack of tools
and methodology to adequately describe, monitor and
evaluate horizontal coverage has also influenced
researchers to embrace the intervention concept rather
than broader services. It is more convenient to study clin-
ical efficacy and cost-effectiveness of a limited set of
interventions than to study a complete service compos-
ite[45].
3. Higher priority to the provision of visible and 
tangible clinical curative services One mechanism for
securing trust in healthcare services would be a lower
policy emphasis on preventive services within the health
Figure 4 Changes to policy weight now given to services, preventive interventions and curative interventions during the Primary Health 
Care and post Primary Health Care eras in contrast to the policy weight proposed by a Service Focused Health Care framework.
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care sector - not because they are unimportant, but
because they should increasingly be handled in other sec-
tors where they belong. Although health care is also
important to economic growth [46], the most important
determinants of health are found outside the health sec-
tor [47-50]. Governments need to fully embrace the fact
that other sectors more effectively could take responsibil-
ity for the health of their population. Preventive pro-
grammes should not be downplayed, but rather
" o u t s o u r c e d "  t o  o t h e r  s e c t o r s .  E x a m p l e s  o f  t h i s  c o u l d
include the distribution of bed nets in Malaria control,
information and education activities in HIV/AIDS con-
trol, improving education and access to services in mater-
nal mortality control, sanitation and hygiene activities
and injury prevention, to mention only a few. Higher pri-
ority to curative care can induce increased motivation to
contribute to population health in other sectors. Using
highly qualified health personnel to coordinate preven-
tive activities may be inefficient. Meagre qualified
resources should instead be used where they matter most
to the supply of individually oriented clinical services. Let
qualified health personnel do what they are trained to do
- cure and care. Preventive activities needing medical
expertise should, however, still be handled by the health
sector. The World Development Report of 2004 [1] and
the Health Performance Assessment framework [31] go
far, but not far enough, in emphasising this point. There
is increasing recognition that adequate treatment, once
ill, is of utmost importance in adequately providing care
for the poor[51]. Although not the intention of Alma Ata,
the impression has nevertheless been maintained that
Primary Health Care is mainly associated with low-level
non-curative and therefore cost effective care. Hospital
services have been considered less cost effective or
ignored and often excluded in the health service
debate[52]. Consequently they have been abandoned by
most stakeholders. It has been successfully shown how-
ever, that both preventive and curative services could be
cost effective and cost ineffective[53,54].
4. Higher priority to the demand of citizen's, not the 
policy maker's benefit It is important to ask which
actors the present global health initiatives seem to bene-
fit. Preventive services and cost-effective vertical inter-
vention programs are arguably mostly satisfying the
needs of the major donors and policy makers. Focusing
on higher returns of invested resources on a greater num-
ber of the population is gratifying to policy makers
remote from the individual suffering from a disease or
condition not prioritised through these processes. Para-
doxically, a focus on general services and the individual
generalized curative services is an important determinant
of population trust, while at the same time a politically
incorrect perspective to embrace in international health
policy and donor environments.
5. Higher priority to quality assurance mechanisms 
not quantity assurance mechanisms A promising
mechanism for securing trust is the quality assurance
methodology, in which indicators and tools are sought to
adequately provide proxies for the evaluation and
improvement of health services, rather than interventions
alone [55-58]. Quality assurance tools maintain a
dynamic and incremental focus aimed at describing com-
plex structures and continuous improvement. Although
growing, there is unfortunately little research on the tools
required to measure improvements of care in developing
countries[45].
Moreover, quality should be secured before quantity of
services. Given the low number of qualified health per-
sonnel, such as doctors, available in a given developing
country, where do we place them? This article argues that
they primarily should be placed at the lowest possible
level in the health care pyramid where adequate facilities
are available to make full use of their skills. In other
words, they should provide quality services in facilities
adequately equipped to facilitate such services. The level
of services, and subsequently positioning of cadres at
each facility level, will be a result of the minimum accept-
able level of quality and available resources.
Our case study demonstrates that resources could be
moved up the pyramid from dispensaries to health cen-
tres in order to increase availability of quality services [4].
It further shows that to meet safe obstetric delivery objec-
tives a minimum of BEmOC qualified personnel must be
available in the facility. If delivery services are to be pro-
vided at the base of the pyramid, then facilities without
qualified BEmOC personnel cannot be accepted. Only as
available resources increase can they be placed lower
down in the health care pyramid. Under extreme
resource scarcity, one cannot rely solely on standard pri-
mary care strategies. A low level of available resources
implies an increased attention to the delivery of quality
services at higher levels of the health care pyramid. The
present focus on channelling meagre resources to lower
levels of the health care pyramid is ineffective, albeit
though the visions and objectives of providing accessible
services to the poor are commendable. Low quality ser-
vices erode trust. Services of inadequate quality are not
"pro-poor" even if they are accessible to all. Demand is
responsive to quality of care,[59,60] and poor quality will
eventually lead to bypassing of low-quality facilities to
higher-quality facilities, and thus also increase inequity of
access[20] and the effect of health systems on iatrogenic
poverty[61].
Conclusions
This article sets out an agenda for debate on the role of
trust as a determinant of the revival of health services in a
context of severe resource constraints. It argues thatOlsen Health Research Policy and Systems 2010, 8:14
http://www.health-policy-systems.com/content/8/1/14
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global health initiatives over the past three decades since
Alma Ata do not adequately address trust as a determi-
nant, and therefore contribute to the collapse of health
services in developing countries. There is a need for fur-
ther research and debate on the role of trust in improving
health services, as shown in the case study from Tanzania
and the discussion in this article. How can health policies
secure trust, and with it improve access to generalized
quality curative services and care? These health care
domains are in immediate danger of collapsing, with the
consequent further collapse of population trust. Atten-
tion should be given to increasing the availability of
resources, but also to how the resources available are pri-
oritized to suit the needs and expectations of the public.
To further facilitate a focus on trust we need to acknowl-
edge limited availability of resources and address the con-
flict between people's demand and expert opinion.
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